As recently discussed in the public health literature, many questions concerning 'structural' approaches in health promotion seem to remain unanswered. We argue that, before attempting to provide answers, it is essential to clarify the underlying theoretical assumptions in order to arrive at the right questions one should ask. To this end, we introduce into the current debate an existing theoretical framework that helps conceptualize structural and individual aspects of health promotion interventions at different levels of action. Using an example from the field of physical activity promotion, we illustrate how an integrated framework can help researchers and health promoters rethink important issues and design better interventions. In particular, such an approach may help overcome perceived distinctions between different types of approaches, re-conceptualize ideas about the effectiveness of interventions, and appropriately address issues of health disparities.
INTRODUCTION
In recent years, socio-ecological models of health promotion that transcend the focus on individual-based interventions have become increasingly popular (e.g. Dahlgren and Whitehead, 1991; Stokols, 1992; Sallis et al., 2006) . Scholars have called for employing 'structural' approaches that address the built environment, access regulations, or policies rather than attempting to directly modify individuals' health behavior (e.g. Owen et al., 2004; Matsudo et al., 2004; Sallis et al., 1998) .
However, important questions concerning these approaches seem to remain unanswered, and researchers have been wondering how to best deal with this class of interventions. A prominent example is a recent article by Lieberman et al. (Lieberman et al., 2013) , which highlights a number of potential issues: How can existing definitions of 'structural' approaches be rendered more precise? How can structural interventions be integrated with individual interventions, and what would constitute a good mix between the two types? How effective are structural interventions, and how can this effectiveness be measured? How can we ensure that structural interventions reduce health disparities instead of reinforcing or even exacerbating them? And how can structures be modified through interventions in such a way that individuals' autonomy and freedom to choose are not affected too much? The authors also point to the central role of health educators and researchers in designing and implementing interventions that do not fall back into the individualist paradigm, and argue that V C The Author 2017. Published by Oxford University Press. All rights reserved. For Permissions, please email: journals.permissions@oup.com Health Promotion International, 2018; 33:657-664 doi: 10.1093/heapro/dax006 Advance Access Publication Date: 28 February 2017 Article more evidence on structural approaches is needed to help them do so. Lieberman et al. (Lieberman et al., 2013) emphasize the need to present 'empirical evidence' (p. 521) relating to these questions, and have recently edited an entire special issue on the subject to provide some tentative answers [ (Lieberman and Earp, 2015) , p. 41, Suppl. 1). In this article, however, we argue that their work is an example of an approach to health promotion that lacks appropriate theoretical underpinnings, which at least in part leads them to ask the wrong kind of questions. In order to avoid these 'errors of the third kind' [i.e. providing the right answers to the wrong questions, see (Breton and de Leeuw, 2010a; Mitroff and Featherlingham, 1974 )], we argue that it is important to clarify our theoretical assumptions regarding 'structural' approaches and to get the questions right.
We believe that a first important step towards this is to employ a theory-driven framework to conceptualize interventions in health promotion in a way that focuses on the interplay of structure and individual agency rather than treating them separately. To this end, we will introduce into the current debate an existing theoretical framework that helps conceptualize structural and individual aspects of any given intervention, both at the level of everyday life and at the level where political decisions are taken. We argue that using such a framework may help both public health researchers and public health practitioners/professionals (i) overcome perceived distinctions between 'individual' and 'structural' interventions as well as between 'health-directed' and 'health-related' approaches [ (Lieberman et al., 2013) , p. 521], (ii) re-conceptualize ideas about the effectiveness of certain intervention types and (iii) appropriately address issues of health disparities. One of the authors has previously conducted a research project to promote physical activity among women in difficult life situations in a German community that was designed on the basis of this approach. We will use it as an example to illustrate ways to operationalize the central categories of an integrative approach and to highlight some of its implications for health promotion practice.
AN INTEGRATIVE FRAMEWORK TO CONCEPTUALIZE STRUCTURAL CHANGE
Several articles published since the early 1990s underline the need for more theory to improve health promotion practice [e.g. (McLeroy, 1993; Dean, 1996; McQueen, 1996) ]. Sabatier (2007) defines theories as 'logically interrelated sets of proposotions' (p. 5) to explain certain phenomena. He also suggests several characteristics of good theories, such as clarity, consistency, broadness of scope, the identification of causal drivers and the potential to derive from them falsifiable hypotheses that can be tested empirically. (It should be noted that a number of alternative terms are also widely used, and that there have been attempts to relate them to each other and provide a classification. For example, Ostrom (Ostrom, 2007) has proposed to distinguish between broad but unspecific 'frameworks', medium-range 'theories', and narrow yet specific 'models'.)
Despite the calls for more theory in health promotion, recent reviews have identified a particular dearth of 'structural approaches' in health promotion, particularly of those based on social theory (Potvin et al., 2005; McQueen, 2007) and policy theory (Breton and de Leeuw, 2010b; Clavier and de Leeuw, 2013) . At the same time, certain population-based approaches have come under criticism for exacerbating health inequities (Frohlich and Potvin, 2008) . Others have cautioned against overly simplistic or radically 'substantialist' conceptual approaches to structure (Cohn, 2014; Veenstra and Burnett, 2014) . This debate draws attention back to the most prominent attempt to overcome the gap between structural and individual approaches: Giddens' theory of structuration (1984) .
For Giddens, structure consists of two components [ (Giddens, 1984) , p. 377]: Rules are formal and informal conventions that govern everyday life. Resources are the means by which social interaction is executed, and are either 'authoritative' (power over people) or 'allocative' (power over objects,) (Giddens 1984, p. 33) . Individuals are aware of the structures in their environment and act accordingly, reproducing the structures they live in. Giddens calls this knowledgeable action 'agency' and the mutual reinforcement of structure and agency 'structuration'.
Some [e.g. Archer (Archer, 1995) ] have accused Giddens of a 'conflationist perspective' that tries to blur the boundaries between structure and agency. His intention, however, is not to equate the two but to show that human agency is always based on and directed at the structures that surround the actors, and that, vice versa, structures always only exist in relation to human agency (i.e. objects, knowledge, laws or money only become structures if there are people around who know how to use them for their purposes). The consequence for health promotion is that, by default, no intervention can be directed at structure or agency alone. 'Structural' approaches will always have implications for individual agency, and vice versa. Intervention design that fails to consider these implications is poor intervention design.
Policy and policy-making are often considered an important field for 'structural' interventions, but they are relatively underdeveloped in Giddens' approach. To amend this shortcoming, Ostrom's (Ostrom, 2007) 'Institutional Analysis and Development' framework may be a useful concept. Ostrom argues that action generally happens at different levels, e.g. at the 'collective choice level', where health promotion policy is made, and the 'operational level', where individual health behavior occurs. There is a multiplicity of action arenas that are 'nested' within each other, both within and across levels. In their everyday lives, actors usually take part in multiple action arenas at the operational level (e.g. family, school, work), while also being involved in action arenas at the collective-choice level (e.g. as voters in an election).
Based on these considerations, we have proposed elsewhere (Rü tten and Gelius, 2011) a multi-level model of structure and agency in health promotion (Figure 1 ). At its core are Giddens' dual, mutually reinforcing constructs of structure and agency [or 'capabilities', i.e. the ability to 'act otherwise', Giddens (Giddens, 1984) , p. 14]. The arrows between structure and agency indicate that the two presuppose each other: they may either reinforce each other and create structural stability (Giddens' original notion), or they may serve as 'entry lanes' for structural change [see e.g. (Sewell, 1992) ].
A tentative definition of 'structural change' based on such an integrative model could be that there is a manifest (i.e. a visible and permanent) change in the overall constellation of production and reproduction of structures through agency. Any behavior change must leave its traces in the rule/resource environment before it can be considered structural. Likewise, it is not enough for an intervention to change existing structures-individuals from the target group have to be aware of the change, and their agency needs to change as well to reinforce the changed structures.
To give an illustration, the use of a lawn in a public park may be changed through an 'individual intervention' by young people who play soccer there. Their 'agency' is a reaction to the availability of the structure, but they use it in a way in which it has not been used previously. At the operational level, this will eventually reshape the lawn, and an infrastructure for playing soccer will be visible even when nobody is playing. As a consequence, conflict with other park users may arise, and a decision at the collective choice level may have to be made to regulate lawn usage. Depending on the structures at this level, the collective decision may either limit further use of the field for soccer or promote it, e.g. by explicitly allowing use of the lawn or by putting up goals.
CONCEPTUALIZING INTERVENTIONS
Employing such an integrative theory to health promotion interventions may help specify definitions of structural change. Lieberman et al. (Lieberman et al., 2013) criticize the 'overly broad' nature of existing definitions (p. 521). They propose to differentiate between 'healthdirected' structural interventions, which tackle certain health issues more directly, and 'health-related' interventions, which focus more generally on improving health resources of certain populations. They also argue that, due to the importance of personal beliefs for individuals, individual components will always be required to complement structural approaches (p. 522).
Recent articles on intervention research (Potvin and Petticrew, 2014; Rü tten et al., in preparation) indicate that there is a trend toward complex, population-based interventions and whole-of-system approaches. In line with these developments, the framework outlined above adds to Lieberman et al.'s rather ad hoc conceptual distinctions by providing a solid theoretical background that helps explain both why all of these aspects are important and how they relate to each other: The 'healthdirected' aspects of an intervention would refer to the operational level, whereas the 'health-related' ones would be related to the collective-choice level. Most importantly, however, the main implication of an integrative concept is that we cannot (as Lieberman et al. seem to do) view these aspects as being separated from each other, and that an 'additive' perspective is not appropriate for the design and implementation of interventions. Any given intervention will have implications on both structure and agency at both levels, and as a consequence, interventions cannot be classified simply as being structural or agentic, or as pertaining to the operational level (i.e. as being health-directed) or to the collective-choice level (i.e. as being health-related).
The case of a recent research project conducted by one of the authors indicates a potential design for an integrated health promotion intervention that systematically considers the duality of structure and agency at the two levels. The 'BIG project' [Rü tten et al. 2008 [Rü tten et al. , 2009 ; see also (Abel and Frohlich, 2012) ] focused on physical activity promotion for 'women in difficult life situations' in a German city, e.g. those who had a low income or educational status, were unemployed, on social welfare, single mothers or from ethnic minorities. The project was based on a co-operative planning process in which women, local policy-makers, professionals and researchers participated as equal partners. Planning groups decided about the type, content, time, location, costs, recruitment and marketing of activities. Outputs included low-fee exercise classes featuring child care, women-only indoor pool hours and swimming classes, project offices run by women and different physical activity marketing activities. With this design, the BIG project emphasized the interdependence of 'health-directed' and 'health-related' elements. At the operational level, it considered 'agency'-by promoting women's capabilities to engage in physical activity-as well as structure in the form of available environments, offers, and programs, but also interpersonal or organizational support for physical activity practice. At the collective choice level, agency was addressed with respect to capabilities for policy-making, i.e. options of exercising power in collective choice situations that deal with operational rules and resources for physical activity practice. Again, such capabilities were related to structure, in this case to those at the collective choice level, i.e. to rules and resources of policy-making (Rü tten et al., 2013).
FINDING THE RIGHT MIX BETWEEN 'STRUCTURAL' AND 'INDIVIDUAL' APPROACHES
Lieberman et al. also mention that finding the right mix between individual and structural approaches remains an issue (p. 522). As the section above shows, simply combining 'all-behavioral' and 'all-structural' interventions will not work. Instead, every intervention has to consider both dimensions at both the operational and the collective choice level. However, arguing that all of these aspects need to have the same weight in all interventions would be taking things to the other extreme. In many specific situations, one of the four dimensions may be a good entry lane for health promotion interventions, thus warranting special attention. Identifying such entry lanes may be guided both by theoretical considerations and empirical findings.
Theoretically, one key entry point for approaching structural change in a way that is in line with basic principles of health promotion is agency at the collective choice level, e.g. by empowering individuals or communities to increase control over determinants of their health, as called for in WHO's definition of health promotion (WHO, 1986) . A practical approach to identifying intervention entry lanes is a detailed assessment of the needs of the target group. For example, the systematic involvement of women in difficult life situations in the intervention planning phase of the BIG project revealed that the target group already had a certain interest in physical activity, implying that motivational interventions (agency at the operational level) would not be an optimal entry lane for the project. However, the women did have particular needs regarding their life conditions related to physical activity, particularly the creation of new structures at the operational level. Specifically, the women were interested in regular sport offers that were low-cost, provided for child care, and took place in venues close to their homes (Rü tten and Frahsa, 2012) . In addition, the women's physical activity patterns and demands led to the insight that it was necessary to provide them with access to the gym of a local elementary school in the evening hours. However, this resource could only be made accessible through interaction with the collective choice level: the policymaking capabilities of women, policy-makers and professionals during the participatory co-operative planning process were critical to change existing rules (in this case the access regulations for municipal public sport facilities) and eventually make the school gym available to the women (Rü tten et al., 2013).
INTEGRATIVE THEORY AND THE EVALUATION OF EFFECTIVENESS
Lieberman et al. point out that the evaluation of integrated interventions is challenging and that it is important to learn more about which elements really contribute to the success of interventions (p. 522). However, the only outcome dimensions they seem to be interested in are 'health behavior or health status' (p. 521). It is true that health status may be the ultimate goal of health promotion, but in light of the theoretical considerations outlined above, it would be shortsighted to only consider these variables for evaluation. Instead, they constitute only one building block (i.e. the agentic aspects of the operational level) of the integrative framework. Consequently, effects on all four dimensions must be considered when measuring the 'success' of interventions.
In the BIG project, a mix of different methods was used to systematically assess the effectiveness of the project at all intervention levels . Mostly qualitative methods such as focus groups, qualitative interviews and policy ethnography were used for the evaluation of the planning process and for the assessment of implemented activities (output assessment). Outcome evaluation also applied qualitative methods to assess the outcome effects of BIG among women, policymakers and local experts at the individual and organizational level. In addition, a quantitative pre-post survey was used to assess reach, health behavioral changes, health benefits, and the social and health economic impacts. This 'integrated evaluation' approach had to overcome substantial disciplinary barriers, as reconciling paradigms from public health and social science with health economics and sports medicine was complex and challenging . Eventually, however, project outcomes related to all dimensions of structure and agency at the two levels could be identified: there were effects regarding individual health behavior and health status (e.g. in the form of increased physical activity levels among women), organizational and community capacities, as well as infrastructures and policies. In particular, structural change in BIG was related to social practice at both the operational and collective choice levels, i.e. to changes in the use of infrastructures (such as the school gym) and in public policy making (as illustrated, e.g. by an increased institutionalization of intersector collaboration in public administration).
THE IMPACT OF STRUCTURAL CHANGE ON HEALTH DISPARITIES AND AUTONOMY
Structural approaches may actually exacerbate rather than reduce health disparities if they are not implemented properly, especially among disadvantaged target groups. While Lieberman et al. are right to point this out (p. 522), their assumption that this only pertains to health-directed approaches such as taxation does not hold in light of an integrative theory. From this perspective, health disparities are not adequately addressed if interventions focus either on single structure or single agency dimensions, or on one level alone. Instead, they may result in increases in health disparities-depending on the overall constellation of the dimensions and their interplay.
For example, in some market-driven economic systems, individual-level physical activity programs are mainly delivered by private enterprises, often excluding population groups who cannot afford to participate. Evidence-based individual-level programs delivered in this way may have positive effects on participants' health behavior and health status of participants as intended. But an integrative theory of structural change may help reveal the unintended consequences as well: effectiveness at the individual-level may even be 'counter-intuitive' with regard to key health promotion principles, as interventions might increase health inequalities by systematically preferring the 'better-off'. This may happen at the operational level (e.g. when access to physical activity programs or infrastructures is regulated by market prices), but also at the collective choice level (as vulnerable groups are less likely to be involved in decisions about rules and resources pertaining to interventions that they do not participate in because they cannot afford to do so).
In an attempt to avoid this problem, the BIG project emphasized the importance of agency at the collective choice level, especially of participatory and cooperative planning and implementation, as key prerequisites for structural change. Evaluation indicated differences in individual empowerment outcomes between participants: women who only participated in BIG exercise classes (i.e. at the operational level) reported individual empowerment outcomes mainly related to the accomplishment of physical activity. By contrast, women who were also involved in the co-operative planning process (at the collective choice level) also perceived individual empowerment outcomes that were 'related to a set of more generic competencies which impacted their everyday life and enabled them [. . .] to take control of the determinants of their own and of other people's health' [(Rö ger et al., 2011), p. 471] . Likewise, policy-makers and health promotion professionals who participated in the co-operative planning experienced what can be dubbed 'enabling the powerful' (Frahsa et al., 2012) . Evaluation found these groups to be among the key drivers of the structural policy change that finally led to more equity in physical activity as well as in community participation.
THE ROLE OF RESEARCHERS AND PRACTITIONERS/PROFESSIONALS IN AN INTEGRATIVE PARADIGM
According to Lieberman et al., public health researchers and practitioners/professionals have a central role in designing interventions, and therefore need to resist the temptation of putting too much focus on individualized approaches. Once more, integrative theory helps to conceptualize this claim in a more systematic way, also revealing that we might even have to go further in our reflection of the role of researchers and practitioners/professionals.
The integrative paradigm draws our attention to the fact that designing appropriate health promotion interventions is a complex matter and raises the question of how this can best be done. Not only may the involvement of representatives of the target group be important, we may also have to rethink the relationship between researchers, policy-makers and practitioners in health promotion.
Recent approaches toward 'transdisciplinary public health' (Stokols et al., 2013) or 'nexus' theories (de Leeuw et al., 2008; Jansen et al., 2010) should be mentioned in this context. These approaches on the interplay of theory, research and practice do not employ a deductive model of 'theory transfer' but treat researchers, practitioners/professionals and policy-makers as equal partners and emphasize the value of their interaction for theory development. As indicated above, such an approach, based on co-operative planning, was applied in BIG for utilizing theory to promote structural change (Rü tten et al., 2013) . This not only yielded positive effects among the 'target group' (women in difficult life situations), but also enabled policy-makers and practitioners/professionals, e.g. regarding their perception of their own role in the project, their interaction with the target group, and decision-making processes (Frahsa et al., 2012) .
This also points to the potential role of public health researchers and practitioners/professionals 'in designing, implementing, and evaluating structural approaches' [ (Lieberman et al., 2013), p. 523] . They could contribute their specific knowledge and experience (e.g. on individual behavior change) to the work of transdisciplinary teams or co-operative planning groups at the nexus between science, policy and practice. They might also help to involve all relevant perspectives and stakeholders. Due to their specific skills in participatory methods and community empowerment, they may even be well-suited to act as organizers and moderators of co-operative planning and implementation processes. They could also contribute to project evaluation and help develop 'pragmatic measures'-e.g. those that are relevant to stakeholders and simple enough for communities to apply them on their own (Glasgow et al., 2012) -thus playing an important role with regard to sustainability. Last but not least, involvement in such interactive knowledge-to-action approaches would open new windows of opportunity for public health researchers and practitioners/professionals to make a substantial contribution to the further development of theory and research methodology.
CONCLUSION
In this article, we have argued that the first step towards answering important questions about 'structural' approaches in health promotion is a theory-driven framework to conceptualize structural change. We believe that strengthening the theoretical basis of health promotion by using an integrated framework can enable researchers and health promoters rethink some key issues, identifying the right questions to be asked and avoiding type III errors. Such a framework overcomes the juxtaposition of individual and structural interventions, not by blurring the boundaries between them but by showing that human activity is only conceivable in relation to the surrounding enviornment in which it occurs, and vice versa. This way, questions of choosing between individual and structural interventions may become irrelevant, while thinking about intervention outcomes on dimensions other than operational-level agency (i.e. health behavior) becomes imperative. The same applies to problems of interventions that unintentionally exacerbate health inequities at the different levels.
We have used the BIG project to illustrate the implications of this framework for the design and implementation of health promotion projects. While it comes from a specific field of health promotion (physical activity), we believe it is a particularly good example as it was designed on the basis of the framework and consequently can highlight all of its dimensions. Of course, there are other projects that may serve as case studies for select aspects of the proposed approach. EPODE, which aimed at preventing childhood obesity in France, is a typical project that employed a mix of operational and collective choice level action, as well as evaluation on multiple dimensions (Borys et al., 2011) . Another example for integrated evaluation is PaKoMi, a participatory project to prevent HIV/ AIDS among immigrant communities in German cities (von Unger, 2012). Bergmann et al. (Bergmann et al., 2012, Ch. III.F) provide the example of a public health project in Chad that used a transdisciplinary approach to improve medical services for nomads. A case of combining transdisciplinary research with increased stakeholder participation is Capital4Health, a German consortium of seven resarch projects to increase capabilities for physical activity (Rü tten et al., 2015) . Other examples focus on involving target groups in research, e.g. a 'citizen science' project in East Palo Alto in the USA reported by King et al. (King et al., 2016) , and the Kahnawake Schools Diabetes Prevention Program, which aimed at creating a partnership between 'academic' and 'community-based researchers' (Potvin et al., 2002) . While none of these examples can serve to highlight all the implications of the integrative framework outlined in this article, they still serve to underline its usefulness for health promotion.
We are aware that our framework does not provide easy, ready-made solutions and may even render designing certain aspects of interventions more complex. Health promoters will have to consider (and evaluate) implications of their interventions on strucutre and agency at both the operational and at the collective choice level, and may have to conduct needs assessments before designing interventions to decide which of these dimensions are promising 'entry lanes'. However, by letting them view these issues from an integrated perspective, such a framework may be a step towards helping transdisciplinary teams of researchers, policymakers, and public health practitioners/professionals design better, more integrated health promotion interventions.
